Introduction
The recent paper of Rowlands et al, 1 suggesting very low levels of repeat use of emergency contraception (EC) among women seeking EC from their general practice, has generated renewed interest in estimating these levels in other geographic areas and for other providers. Women may use providers other than their GPs and may, in particular, choose to use other providers for repeat requests for EC. GPs may not be informed if EC is obtained from another source. The data from this study of EC use carried out in North and East Devon family planning clinics suggest high levels of repeat use.
The use of EC has increased dramatically in the last decade. A very large number of EC users are teenagers. In 1998, in England as a whole, EC was prescribed on about 0.8 million occasions. 2 One quarter of these were from family planning clinics (FPCs) and three quarters from GPs. Of the prescriptions from FPCs, half were for teenagers, and a fifth of these teenage EC users were under 16. A 1999 audit of EC use in North and East Devon shows that 45% of those requesting EC in both FPCs and GP practices were aged 19 or younger. 3 While repeat use of EC is safe, it is not suitable as a regular method of contraception. 4 The most recent recommendations from the Faculty of Family Planning and Reproductive Health Care urge that repeat users 'should be warned that the risk of pregnancy when emergency contraception is used repeatedly is likely to be higher than the failure risk of established regular contraception'. In addition, repeat use of EC rather than regular use of other contraceptive methods can put considerable strain on the capacity of health services to accommodate urgent appointments. While pharmacy (P) provision may relieve some of this strain.
Little UK research has focused on repeat use of EC and most has looked at EC use in general practice. Seamark and Pereira Gray, based on a case-note survey in a Devon market town, report that 16% of 15-19-year-olds in the practice had consulted for EC. 5 Of these, a third had consulted more than once. Glazier and Baird, in their study of self-administration of EC, show relatively low levels of repeat use -12% in the treatment group in comparison with 13% in the control group in a 12-month period. 6 Rowlands et al, 1 based on the General Practice Research Database (incorporating records of 95,007 women), report that only 4% of EC users received EC more than twice in any year. However, between 13% and 16% of women received EC more than once in any of the 4 years of the study. The conclusion from this study is that repeat use is 'rare'.
Method
An audit of repeat use of EC was carried out between the end of October and mid-December 1998 in seven FPCs in North and East Devon. In parallel with the audit a client survey was carried out. Women were asked about current and past use of EC, reasons for its use, use of other contraception, and attitudes towards EC use and provision.
Women seeking EC or given EC (although attending the FPC for another reason e.g. advice) were included (n = 572). A one-page questionnaire was filled out by the attending doctor or nurse. Each woman was asked to complete a twopage questionnaire.
All women for whom a staff questionnaire was completed (n = 572) are included in this analysis, whether or not a client questionnaire was completed. Of these the great majority had come for EC (95.5%; n = 546). Eleven women had come for other reasons, including advice and/or pregnancy tests. Of these women, seven were given EC. Data on reason for attending was not recorded for 14 women, 13 of whom received EC. Of the women who sought EC, 92.9% were either supplied with PC4 (96.8%) or an IUD (3.2%). One woman received progestogen-only EC.
The client questionnaire was completed by 469 women (82%). Most of the women who did not complete the client questionnaire reported that they did not have time to do so.
However, in a few cases it was noted by staff that a questionnaire was not given out. (The base numbers in tables differ depending on whether the data are taken from the staff or the client questionnaire, and also on whether there are missing data for a variable.) Comparing age distributions for the two questionnaires shows no substantial age differences between the two data sets (Table 1) .
Of the seven participating clinics, Exeter is the only FPC in North and East Devon which holds a daily clinic; 83% of the participants in the study were Exeter FPC clients, although not all clients of the Exeter clinic live in Exeter (30% of Exeter FPC users live outside the city boundaries.) Sixty-five percent of women included in the study had previously visited their clinic. In almost all cases, women had come themselves rather than having been referred either by their GP or by accident and emergency.
The staff and client questionnaires were edited and coded by postgraduate students at the Institute of Population Studies, University of Exeter. Data entry was carried out by the University's Information and Technology Services Unit. SPSS v.8.0 was used for the quantitative analysis.
Results

Background characteristics of study participants
Age. The age distribution of study participants is shown in Table 1 . Half of those seeking EC were under 20. Looking in more detail at the full distribution for the youngest age groups: 6.6% (n = 36) were under 16; 22.8% (n = 125) were aged 16-17, and 23.3% (n = 128) were aged 18-19.
For this analysis women aged 17 and younger are presented as one age group, as the numbers at younger ages are very small.
Primary activity.
Reflecting the relative youth of the study participants, half reported that they were in school or at college/university, 14.0% and 35.3% respectively. Only 5.1% of participants reported that they were housewives/ mothers. Nearly a third of the women were in full-time employment which, of course, has implications for their ability to seek an emergency consultation.
Marital status/partnership. Slightly over 80% of women reported that they had a 'regular partner'. The fact that this percentage varied little across age groups suggests that the definition of what is a 'regular partner' may differ considerably among women.
The majority of women seeking EC were single (75.9%) with a 'regular partner', including those 'living together' and those who had a 'steady boyfriend', or were divorced (2.8%) with a 'regular partner'. Fifteen percent of women indicated that they were single with no regular partner. Only 4.8% were married.
Reproductive history. A quarter (n = 117) of the women had had a pregnancy. Of these, half (n = 59) had ever had an abortion; half (n = 57) had had at least one baby and just over 15% had ever had a miscarriage. However, the study did not include a pregnancy/EC-use history, so use of EC prior to, or after, pregnancies cannot be determined. The January 1 st date was used to give respondents a point of reference to aid recall. Since the study ran for a period of 7 weeks from the end of October, the exposure period for EC use varies. The study year, used below, is not a 12 month year and refers to the year of the study with variable periods of exposure depending on client's date of visit to the clinic. The likely effect of this is to underestimate EC use in the study year.
Repeat use of EC
The study was limited to clinic visits for EC. Use of EC is measured both for 'ever' use and for use in the study year prior to the audited visit. In both instances repeat use is defined as having received EC a minimum of two times.
As shown in Table 2 (based on Q1 and Q4 above), nearly 70% of women had used EC at least once prior to the audited visit ('ever use'); about a third were first time users. Similar percentages were reported in both the staff and client questionnaires, 67% and 68% respectively. Fifty-two percent of those for whom a staff questionnaire was completed reported using EC in the study year, i.e. since 1 st January of 1998 (Q2 above). This is the case for 62.8% of those completing the client questionnaire (Q5 above). The difference between these percentages is due both to the fact that more repeat users completed the client questionnaire, and the fact that some women gave different answers on the two questionnaires. Of those who said 'no' to Q2 above almost a quarter reported using EC in the study year in Q5. While some of these responses may be the result of women's desire to give a response that FPC staff might want to hear, those answering the client questionnaire had more time to consider their response. Some may have found it difficult to remember exactly when they had used EC in the previous months, when asked by the FPC staff. Table 3a shows the percentages (by age) of women who are first time users. There is a roughly 'U' shaped distribution shown here, with first use highest amongst the two younger and the oldest age groups. But in all age groups, the majority of women had used EC in the past, including almost two thirds of teenagers aged 17 and younger.
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The Table 3b . Here the highest percentage of those who have used EC is seen in the youngest age group and the lowest in the oldest age group. Nearly 70% of young women aged 14-17 had used EC in the year, in contrast with fewer than 45% of women in their 20s.
The number of times EC was used in the study year was asked in the client questionnaire (Table 3c ). The great majority (77%) of women previously using EC in the study year reported using it 'once or twice'; however, 6% reported using it five or more times. Rowlands et al 1 define repeat use in a year as more than two uses. They report that in none of their four study years did more than 4% of EC users use EC three or more times. In contrast, this study shows that 23.1% of those who used EC in the study year used EC three or more times. As the study year is not a 12 month estimate, this measure is likely to be an underestimate of annual use.
The number of times EC was 'ever' used is shown in Table 3d . Of course, older women have longer exposure to EC. Given this, it is surprising that the differences between the younger and the older women are not greater. Of women in the youngest age group (14-17), 27.6% reported 'ever' using EC four or more times, contrasted with 34% of women 25-29 who are a decade older. This may be due to a lack of knowledge of EC in the past as a contraceptive option for the older age group. What is clear is that among some younger women there is likely to be an intense period of use of EC before moving to more effective forms of contraception.
Use of contraception: Why EC needed: Hours since unprotected sex
The majority of women (84.7%) presenting for EC reported that they were using some form of contraception. The methods used are shown in Table 4 . Over three quarters of women currently using contraception reported that they were using condoms.
The majority of repeat users also reported that they were using some form of contraception (87.9% of those whose visit for EC was not their first visit). Again, over 80% were using condoms. First time EC users were somewhat more likely to report using contraceptive pills than repeat users: 22.1% compared to 13.8% (Tables not shown) .
These results should be treated with some caution. Women may choose to enhance their use of contraception because they feel that the clinic nurses and doctors may be disapproving of their not using regular contraception. Clients may also interpret the question asked ('Are you using any contraception at the moment?') to mean 'what do they regularly use?', not what they used at last intercourse.
Clients were asked why they needed EC 'today'. In contrast to the 15.2% reporting that they were not currently using some form of contraception, a larger percentage (28.6%) reported that 'no contraception was used' (Table  5) . Half reported a condom mishap and about 10% reported 'missed pills'. The youngest and oldest age groups were more likely to report using no contraception.
Asking women why EC is needed, on the day, may be a sensitive question for all users, but may be particularly group.bmj.com on October 24, 2017 -Published by http://jfprhc.bmj.com/ Downloaded from sensitive for repeat users, who may feel that they have to justify their need to use an 'emergency' contraceptive method yet again. Asked the number of hours elapsed since unprotected sex, the great majority of respondents reported fewer than 48 hours (Table 6 ). Only 4% of respondents reported more than 72 hours. However, a fifth reported an elapsed time of 49-72 hours, although evidence suggests that the efficacy of PC4 is higher when given in the first 24 hours. 4 There is variation by age group and these data show that nearly 30% of the youngest women (14-17) do not seek EC for more than 48 hours. In contrast this is the case for fewer than 20% of those aged 18-19. This may reflect the fact that the youngest group have less control over their ability to access EC than those even slightly older.
Elapsed time since unprotected sex was not significantly different for repeat and first time users.
Perceptions of how often EC is safe to use
Respondents were asked how often they felt EC was safe to use. Half said it was only safe to use once or twice a year (Table 7) . Over a fifth of respondents said it was safe to use once a month or more. Amongst the youngest age group, 36% said it was safe to use as frequently as this. Responses for repeat users were not significantly different than those for first time users. While current evidence suggests that repeat use of EC is safe, women who are seeking it repeatedly within a short time period are exposed to a greater risk of pregnancy than those using a more reliable, non-emergency, method, and may be demonstrating a need for help in finding another method.
Discussion
For the purposes of this study, repeat users are those who have used EC, prior to the audited visit for EC, at least once either 'ever' or in the study year. In contrast to previous research, this study shows high levels of repeat use, whether measured as 'ever use'(66.8%) or use within the study year (52.2%). This high level of use in the study year contrasts sharply with the annual estimates of repeat use reported by Rowlands et al; 1 about 14% of EC users used EC more than once.
This study also found high levels of repeat use across age groups; repeat use is not confined to the very young or to teenagers. The great majority of first time and repeat users report currently using a method of contraception, and most report using condoms. However, asked why EC is needed on the day, nearly a quarter report having unprotected sex. The large number of reported condom mishaps suggests the possibility that some women feel they must give what is perceived as an acceptable response to the health professional in answer to why EC is needed.
The generalisability of these findings will have to await further research. Informal discussion with a number of other FPC doctors also suggests high levels of repeat use. (A proposal for a national study carried out by the UK Family Planning and Reproductive Health Network and Exeter University is currently being considered for funding.) There are, of course, limitations to these data. Medical records, where carefully maintained, will provide more accurate data than a survey which, for some women, requires recall over several years. But medical records provide a more limited range of measures. They do not include the attitude data which this survey sought, and would not include some of the background measures used in this study. While recall questions, as used in this study, may have inaccuracies, these are likely to be in the direction of underestimating EC use. As Rowlands et al note, relying only on GP data to estimate repeat use of EC has limitations; most importantly these records may not include use of other contraceptive service providers. GPs are not routinely informed of their patients' EC use in this district, as EC is a safe medication and the volume of prescribing precludes notification. And if first time EC users use their GP, while repeat users shy away from this service for fear of a censorious response or for other reasons as discussed below, these data will significantly underestimate repeat use.
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The The level of knowledge about EC, the time period for using it, and its availability is high amongst even the young in North and East Devon, although less so amongst young boys. 6 There are also area guidelines for FPCs and GP practices, primarily for receptionists, to enhance sensitivity in booking emergency appointments. However, the recent research on use of sexual and reproductive health services in the area shows the barriers to use of the GP, including getting past the receptionist and being seen by friends, parents and friends of parents (problems which are exacerbated in small communities) as well as fears about confidentiality. 7 Ziebland's 8 analysis of the attitudes of GPs towards EC prescribing may go some way in explaining the differences between the Rowlands study 1 and the present study. This GP study included a sample selected from the GP lists of three health authorities. Tape recorded telephone interviews were conducted with 76 GPs. Although de-regulation of EC was the focus of the interviews, what emerged was the ambivalence of many GPs to repeat use of EC and judgmental attitudes on the part of some. Responses ranged from a felt need to 'exert gentle pressure' to find a more reliable method of contraception to giving 'her a bollocking and tell her to get her act together' or 'impress on her that she needs to be more responsible'. Only one GP suggested that there might be some good reason why a patient might not have chosen to use regular contraception. Asked how often they were 'happy to prescribe' EC to the same woman in a year, only 23% of the GPs interviewed said that they would 'be happy to' provide it as often as requested.
Ziebland 8 argues that the responses from GPs both to deregulation and repeat use of EC may 'reflect a tension between the public health response to the high incidence of unwanted pregnancies and the GPs focus on the contraceptive needs of the individual patient'. However, this ignores the dilemma which GPs, FPCs and other EC providers all face in creating an environment which is both supportive of EC use, including repeat use, and which attempts to advise women on other contraceptive methods. These two foci of health care are at odds with each other. It is also the case that the 'emergency' needs for EC are at odds with having a more extended appointment with the doctor or nurse in which a woman's sexual relationships and contraceptive options may be explored in a way which gives support to even the youngest women.
The differences between rates of EC use and repeat use amongst providers will reflect, for most women, the degree to which the provider is perceived as an accessible and nonjudgmental source of EC. Issues related to de-regulation of EC should be put in this context.
